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Original article
At the dawn of the new millennium, poor countries' health needs had not diminished, but may have changed for the worse. This shocking lack of progress was due to a complex interplay among many factors, internal and external to the health sector, that result in huge inequities within and between countries. This situation is aggravated in an increasingly interdependent and unequal world, where the effects of poverty and ill-health are not confined within country borders. In the 1950s and 60s, influenced by the modernisation paradigm (TODARO, 1997), international technical cooperation was regarded as a way to provide human and technological inputs in order to fill development gaps (STOKKE, 1996) .
From the mid-1960s onwards, de-colonisation movements, dependency theorists, and the movement of "non-aligned southern countries" articulated strong international criticisms against the modernisation paradigm, which stimulated further rethinking of development cooperation (JOLLY, 1989) . The community of countries where Portuguese is the official language was set up in 1996 in Lisbon, Portugal, by the heads of state of Angola, Brazil, Cape Verde, Guinea-Bissau, Mozambique, Portugal and São Tomé and Príncipe. With its independence in 2002, East Timor became the community's eighth member. The groundwork began to be laid in the late 1980s, when the first meetings of heads of state and government of Portuguese-speaking countries were held in Brazil (1989 and 1994) .
The CPLP was set up in order to consolidate cultural conditions that endow Portuguese-speaking countries with their particular identity, promote political and diplomatic coordination and to stimulate cooperation, so as to foster concerted initiatives to promote the economic and social development of the community's peoples. Priority areas are the Portuguese language, education and health.
It is composed of the Conference of Heads of State and Government, the Council of Ministers, the Permanent Steering Committee, the Executive Secretariat (in Lisbon), the Meeting of Sectoral Ministers (such as the Health Ministers), the Meeting of Cooperation Focal Points and the International Portuguese Language Institute. In 2007, the Parliamentary Assembly was established. The CPLP has 44 consultative observers, that is, member-country scientific, cultural and economic institutions that contribute to achieving the community's objectives. Equatorial Guinea, Mauritius Islands and Senegal are also observers.
In the health field, the CPLP has passed several agreements on HIV/ AIDS, malaria, illegal drug use, temporary medical visas, and others. The latest agreement established the Strategic Health Cooperation Plan for 2009-2013. In the international sphere, CPLP has also signed agreements with various United Nations units (such as UNAIDS) and is currently negotiating health agreements with WHO. A specific agreement on health documentation in Portuguese, the e-Portuguese, was reached with the WHO, where the platform is housed.
There are major differences among the CPLP countries, not only in population and income, but also culturally and in health indicators and needs. CPLP country populations range from 189 million in Brazil to 155,000 in the islands of San Tome and Principe, and income from US$21,500 per capita in Portugal to only US$729 in Timor East, US$830 in Guinea Bissau and US$1,200 in Mozambique. There are also great disparities in health indicators and life expectancy. Under-5 mortality ranges from 5 in Portugal to 260 per thousand in Angola; and life expectancy, from around 70 in Portugal and Brazil to less than 50 in Angola and Mozambique. Presidents will call sectoral Ministerial Meetings, which will follow Mercosul and Andean Community procedures. The Pro Tempore Presidency will be held for a year and will rotate among member States.
These twelve South American countries share thousands of miles of inland borders. Covering 10.99 million square miles of land, they are home to some 385 million people (2008) and extend to both the Atlantic and the Pacific Oceans. They span the South American continent from the Equator to Antarctica and contain the Amazon Forest -the largest on the planet.
In December 2008, the Presidents convened in Bahia, Brazil, to set up the South American Health Council, comprising the 12 Ministers of Health.
There is great heterogeneity among and within South American countries. Populations range from 189 million in Brazil and 40 million in Argentina and Colombia to less than one million in Suriname and Guyana. The per capita income range is from around US$15,000 in Argentina to around US$3,000 in Bolivia. Under-five mortality ranges from 9 to 60 per thousand and life expectancy is around 70 in all the countries. Bolivia and Guyana are clearly the poorest countries in the region and have the worst social and health situations. Meanwhile, the focus on health capacity-building is a major challenge. Despite this important conceptual change, little has been done to explore how to do it with a view to strengthening health systems. In addition, the role of "international agents" becomes less clear and more complex, while partnering is crucial to identifying issues and tackling problems. Also, high expectations for effective results go hand-in-hand with seriously limited administrative mechanisms on both sides.
There is a need to define the most appropriate institutional arrangements to respond to foreign policy decisions and to avoid the risk of responsibilities being pulverised (FRANÇA & SANCHEZ, 2009 ).
The shift to region-wide coordination in Brazil's cooperation in health, both in Africa and in South America, stems from the understanding that in order to assure a foreign policy of "diversified autonomy", and also greater effectiveness in its international cooperation in the present, Brazil must find a place in regional arrangements that enable it to build political strength and gain greater strategic room for manoeuvre than afforded by merely bilateral relations. 
To conclude
In order to formulate a better notion of international health cooperation in developing countries, the following alternatives -which challenge traditional practices in one way or anothermust be taken into consideration.
• Supporting comprehensive health system development, surmounting fragmentation and lack of coordination.
• Emphasising long-term needs. By strengthening key institutions to acquire true leadership, promoting a future-oriented agenda and balancing specific actions with knowledge generation.
• Moving from programmes based on a single global orientation to strategic planning centred on "recipient" country realities, broadly incorporating the social determinants of health.
• Prioritising population-based (health needs-oriented)
programmes over activities focused strictly on individual care.
In the process of building a conception of structural cooperation in health, Brazil is continuously learning from successes and errors. There are great challenges ahead, but the prospects are also very promising. 23. The concept of "health diplomacy" has emerged to contemplate health factors that transcend national boundaries and expose countries to global influences, and to enforce better and more cohesive coordination between governments' health and foreign affairs sectors (KICKBUSCH et al., 2007, 230) .
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